usually confined to adolescents. In this case the essential psychopathology of anorexia nervosa operates, i.e. a refusal to grow up and accept normal adolescent weight; it is seen as an extension of the umbilical cord syndrome as manifested by long-standing school phobia and intensified by the prospect of going to the new school for children over 11.
He was treated with chlorpromazine (Largactil) and gradually increasing calorific intake as an inpatient, with someone watching him at meal times. His premorbid weight was regained in 90 days and has since been maintained. IQ found to be normal. The long-term prognosis is guarded. Long and close follow up may be necessary, psychotherapy having a definite role after normal weight is regained; with such treatment twothirds of patients recover fully (A H Crisp, 1967, Hosp. Med. 1, 713).
The following cases were also shown: X-rays of the leg showed no fracture. A right femoral angiogram showed extravasation of contrast medium in region of adductor hiatus (Fig 1) . Treatment and progress: After resuscitation, the right thigh was explored under general anmsthesia (D G A E). There was a complete transection of the popliteal artery and vein, with a gap of 6 in. (15 cm) between the severed ends, a massive hiematoma of the thigh and marked swelling of the thigh and leg. The defects in the popliteal artery and vein were bridged by parallel saphenous vein grafts. The incision was extended to decompress the calf and a fasciotomy of the anterior compartment was done. It was not possible to close the wound, but tension sutures were inserted to prevent further skin retraction (Fig 2) . Massive blood transfusions totalling 18 pints (8 5 litres) were given during the treatment period.
After operation, the colour and temperature of the right foot began to improve almost immediately and pedal pulses returned. He became acidotic (blood pH 7-1) in the immediate postoperative phase and required intravenous sodium bicarbonate (2-7 %) to correct this. The massive swelling of the limb was slow to subside and was treated by steep elevation. The wound was redressed under general anmsthesia on several occasions and each time reduction of swelling allowed some further approximation of the skin; this was done by tightening the tension sutures and adding a few stitches to the end of the wound each time. Twenty-five days after the accident the wound was covered by split skin graft (Mr John Watson) which healed well.
Through the recovery period he was given physiotherapy. A plaster splint was made to prevent foot drop. Electromyography at ten days showed almost no activity in the anterior compartment. Muscle biopsy showed 50% muscle loss, but suggested the possibility of recovery.
At seven weeks the wound had healed with some keloid formation. He was walking with crutches and a splint. The right leg was still very wasted. Six months after the accident he had resumed his previous occupation and was almost free of symptoms.
Discussion
Closed trauma to the leg causing complete transection of the popliteal vessels but unassociated with fracture is rare. Dolinski & Szydlowski (1967) reported a similar case but no other was found in the literature over the past five years.
The femoral vessels ate tethered in the region of the adductor hiatus, and are more liable to injury from shearing forces at this site. Patients who present with the features of acute arterial injury need urgent surgical exploration. The symptoms and signs should never be attributed to spasm, even in the absence of a fracture. Angiography is a helpful and necessary investigation, but may be omitted if it causes undue delay. Morton et al. (1966) report a 69 % amputation rate following trauma to the popliteal artery. McGowan (1968) states that late restoration of blood flow may revitalize a limb in which nerve and muscle are already dead. Where any doubt exists it is best to attempt to restore blood flow. Restoration of venous continuity is often unsuc-cessful but well worth the attempt. Adequate blood transfusion before and during exploration is important.
Because it is often difficult to find the avulsed artery at operation, it is a wise precaution to obtain proximal control of the vessel in the upper part of Hunter's canal. Heparin should be introduced into the distal artery before repair, which is best done by means of vein grafting if there is marked retraction of the cut ends.
McGowan (1968) has stressed the importance of fasciotomy in such patients. A full decompression of the limb should always be done. Exposed grafts tend to rupture and should be covered if possible, even if only with subcutaneous tissue.
Degree of recovery depends upon the duration of the initial ischemia; physiotherapy plays an important part. After three to six months the extent of permanent damage can be assessed and orthopeedic measures, such as tendon transplants, planned if necessary. The relatively successful outcome in this patient was probably due to the restoration of both arterial and venous flows, aided by the extensive fasciotomy.
Mr Eadie said that this case presented a number of interesting clinical points. First, it exemplified the need for recording the condition of the peripheral arterial pulses in patients with closed trauma of the limb, associated with gross soft tissue injury in the thigh. When first examined, the duration between the recognition of arterial insufficiency and ultimate reconstructive arterial surgery was, in this case, critical.
Secondly, the venous reconstruction, using a saphenous graft, played a considerable part in the salvage of this leg, which eventually became almost completely free from (edema.
Skin grafting of the area was not done at the first operation, but complete covering of the artery and vein grafts by muscle was achieved; the continuous drainage of the wound initially would probably have jeopardized a skin graft at this stage.
Finally, Mr Eadie suggested that all such cases of closed injury should be subjected, as early as possible after the accident, to angiography and surgical reconstruction.
Professor Harold Ellis said it was interesting that this patient had developed a mild Volkmann's ischaemic contracture. Although well recognized after arm injuries, this was often overlooked following fractures and vascular injuries in the lower limb. Patients with muscle wasting, clawed toes, hallux flexus and talipes were far from rare after leg trauma; these lesions were found in 9 out of 343 patients (2-7%) examined by Professor Ellis at the Royal Infirmary, Sheffield.
Hyperlipoproteinsmia and Arthritis (Two Cases) Rodney Bluestone" MB MRCP (Royal Postgraduate Medical School, London) Case 1 Mr H C, aged 50 History: For twenty-five years, classical podagra followed by episodic arthritis of knees, ankles and hands. For eight years, noted to have chronic swelling of several interphalangeal joints but no tophi. Serum uric acid 105 mg/100 ml. X-rays showed cystic erosions of distal interphalangeal and ankle joints (Fig 1) . Family history of gout in both grandfathers.
A presumptive diagnosis of primary gout was made and treatment begun with probenecid and colchicine. Investigations (May 1970) : Biochemical screening revealed fasting serum triglyceride levels of 1,300 and 2,380 mg/100 ml, with normal cholesterol levels. Lipoprotein electrophoresis: gross excess of pre-p-lipoprotein and chylomicronsa (Fig 2) (Dr B Lewis).
Subsequent clinical review revealed mild arcus senilis but no angina pectoris, and ECG was normal. Treatment with diet and oxymetholone brought the serum triglyceride down to 385 mg/100 ml within two months; anti-gout therapy was continued. Case 2 Miss PA, aged 17 History: Well-documented Lebanese patient with familial (homozygous) essential hyperlipoproteinmmia characterized by hypercholesterolemia, widespread surface xanthomata and marked arcus senilis. Serum cholesterol recently 720 mg/100 ml. Lipoprotein electrophoresis: gross excess of pre-,3-lipoprotein. Serum uric acid 40-10-1 mg/100 ml. Most recent therapy: nicotinic acid.
